ABSTRACT INTRODUCTION
Great developments have been made in the understanding of congenital lung lesions (CLL) over the last 2 decades, especially when diagnosed prenatally [1] . Now most of the investigators agree that that majority of pregnancies with an affected fetus can be carried with an excellent outcome. Outcome depends upon size, volume, location, presence of a systemic arterial supply, mediastinal shift and presence of pleural effusion, ascites, hydrops, chromosomal anomalies and malformations involving other systems [2] . Postnatal management of children with symptomatic congenital lung malformations is reasonably straight forward but the need for intervention in asympt-
CASE REPORT
omatic lesion and timing of surgical intervention in infants with symptomatic lesions is an highly debatable issue. We are reporting series of 2 cases who presented antenatally as CLL and managed differently in the postnatal period. Another issue of contention is best surgical option: thoracotomy versus thoracoscopy and how much to resect: segmental resection versus lobectomy. Table 2 ]. Currently he is 5 months old, has fairly good growth parameters, no ongoing medical issues and no history of emergency room visit with complaints of rapid breathing. outdoor follow up. At the time of writing he is 6.5 months of age, of adequate growth and development, with history of one emergency room visit and subsequent short admission of 3 days for lower respiratory tract infections apart from few outpatient visits for minor ailments and immunization [ Table 2 ]. BPS are regions of nonfunctional lung parenchyma lacking a normal connection to the tracheobronchial tree. The characteristic of BPS is the anomalous blood supply usually arising from aorta or its major branches. Lesions are almost always unilateral, left side is more affected and located in the lower lobe. ELS have a separate pleura and more diagnosed in fetus and neonate, like in the case 2 whereas intralobar sequestration (ILS) share the same pleura as the surrounding lung and more common in infants and children.
Antenatally diagnosed BPS often spontaneously involutes to become nearly undetectable at birth [7] . It is essential that an accurate identification of the vascular supply be made in all cases of BPS and hybrid BPS/CCAM. The presence of hydrops is single most important prognostic factor in the assessment. The prognosis is better in isolated ascites and pleural effusion [8, 13] , like in our cases.
All fetuses with CLL should be delivered at a tertiary care centre that is capable of managing pulmonary hypoplasia. Therapeutic needs may vary, with some infants require no respiratory support, and others requiring high frequency oscillatory ventilation and extracorporeal membrane oxygenation (ECMO). Large pleural effusions should be drained immediately by tube thoracotomy. The sequence of radiological investigations during the postnatal should be ultrasound, Doppler, followed by CT or MRI scanning.
Proponents of early surgical intervention argue for the possible discordance between presumptive radiological diagnosis and final pathological diagnosis, risk of recurrent infections, pneumothorax and delayed malignant transformation, particularly in CCAM [9] whereas those who support serial observation question the safety of pulmonary resection in infancy and childhood.
Complete surgical resection of affected lobe in symptomatic CCAM lesions is recommended. Surgical resection in BPS may be complicated by the presence of an anomalous blood supply. Recent studies suggest that these infants particularly with ELS may be managed conservatively without surgical intervention as we adopted in case 2. While recurrent infection is a common complication of ILS, this is not the case with ELS. However, drawback of this approach is the diagnosis of ELS, is not 100% certain based on imaging, and there is a high rate of synchronous malformations such as CCAM (with a risk of malignant transformation). Chetcuti and Crabbe reported that they followed up more than 100 children with antenatally diagnosed CLL. From this group, approximately 10% showed neonatal symptoms and underwent surgery, approximately 5% developed lower respiratory tract infections, and the remaining are under follow-up and remain symptom-free [10] .
The timing of surgery in symptomatic infants also remains controversial. Many would delay the surgery until after 2-3 months of age to decrease anaesthetic risks and the need for postoperative ventilator support [11] . Some recommend early intervention to take advantage of compensatory lung growth in early months of life [12] . The long term outcome of the LoTOS study [13] may provide answers to this ongoing debate of surgical intervention, its timing versus conservative/observation strategies.
Another contentious issue is best surgical option. Open thoracotomy has been the tradional standard for resection of CLLs. But thoracoscopy has been increasingly used for CLL. Neonatal thoracoscopic lobectomy is associated with minimal morbidity [14, 15] . Lobectomy is preferred in CLLS whereas segmental resections should be reserved for very localized malformations like small ILS and for rare patients with multilobar or bilateral involvement. In BPS a new alternative to surgery is coil embolization. This minimally invasive procedure has been safely performed for pulmonary sequestration and has also been shown to result in complete or near-complete regression of the lesion within a few months of the procedure [16, 17] , but long term follow up studies are not yet available. 
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Outcome of fetuses with CLLs depends upon presence of hydrops, polyhydramnios and mediastinal shifting. [18] The best postnatal management is uncertain for these lesions as conservative management or need for, and timing of, surgical intervention is debated. [19] Based on the current uncertainty, informed consent for the operative intervention must include detailed discussions and the current state of evidence [1] .
